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Key questions
What is already known?
 ► Bystander-focused programmes have emerged as 
a promising form of intervention against violence 
against women (VAW) among university-based or 
school-based samples in high-income countries.
 ► There is very little evidence on bystander behaviour 
from low-income countries or community-based 
samples.
What are the new findings?
 ► SASA!, a community mobilisation intervention to 
prevent VAW in Kampala, Uganda, made community 
members more likely to intervene when they wit-
nessed intimate partner violence (IPV).
 ► In SASA!, although not control communities, in-
creased bystander action was associated with 
personal experiences of violence, less personal tol-
erance of IPV and greater exposure to SASA!
What do the new findings imply?
 ► Community mobilisation interventions can create 
environments supportive of bystander action and 
empower VAW survivors to become active partici-
pants in its prevention.
AbsTrACT
Introduction Despite widespread calls to end violence 
against women, there remains limited evidence on how to 
prevent it. Community-level programmes seek to engage 
all levels of the community in changing norms that drive 
intimate partner violence (IPV). However, little is known 
about what predisposes ordinary people to become active 
in violence prevention.
Methods Using data from the SASA! study, a cluster 
randomised trial of a community mobilisation intervention 
in Kampala, Uganda, we explore which community 
members are most likely to intervene when they witness 
IPV. A cross-sectional survey of community members 
(18–49 years) was conducted 4 years after intervention 
implementation began (2012). Among those who had 
seen IPV in their community (past year), multivariate 
logistic regression, disaggregated by sex and trial arm, 
explored the associations between ‘trying to help’ and 
demographics, IPV experience (women)/perpetration (men), 
childhood abuse experiences, IPV attitudes and SASA! 
exposure.
results Overall, SASA! community members were more 
likely to intervene than their control counterparts (57% 
vs 31%). In control communities, older age (women), 
increasing relationship duration (men), talking to 
neighbours (men) and believing it is okay for a woman 
to tell if she is experiencing IPV (men) were positively 
associated with trying to help. In SASA! communities 
associated factors were increasing relationship duration 
(women/men), employment (women), talking to neighbours 
(women), childhood abuse experiences (women), lifetime 
IPV (women/men), IPV-related attitudes (women/men) and 
greater SASA! exposure (women/men).
Conclusions Differing results between intervention and 
control communities suggest contextual factors may 
modify the effects of personal characteristics/experiences 
on helping behaviours. Motivation to act brought about by 
personal experiences of IPV, for example, might only propel 
individuals into action if they are equipped with the skills, 
confidence and support of others to do so. Community 
mobilisation can help create environments and synergies 
supportive of action.
Trial registration number NCT00790959.
study protocol Available at http://www. trialsjournal. com/ 
content/ 13/ 1/ 96.
InTroduCTIon
Violence against women (VAW) is now widely 
recognised as a major global public health 
and human rights problem, with diverse and 
often profound consequences for physical, 
mental and social well-being. Male partners 
are the most common perpetrators of this 
violence, with 30% of women worldwide esti-
mated to have experienced physical and/
or sexual intimate partner violence (IPV) at 
some point in their lives.1
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Despite widespread calls for action to end VAW, there 
remains limited evidence on what works to prevent it, 
especially from low-income and middle-income coun-
tries, where prevalence is often the highest.2–4 Among 
few promising models that have been subject to rigorous 
evaluation, several have focused on reducing risk of 
victimisation or perpetration among small groups of 
individuals—through group-based participatory educa-
tion efforts or livelihood programming to change atti-
tudes, promote gender equitable behaviours, promote 
new models of masculinity, or economically or socially 
empower women.5–7
However, the recent years have seen a growth in 
programmes that pursue change at a community level.8 
In recognition of the complex interplay of individu-
al-level, relationship-level, community-level and soci-
etal-level factors that shape IPV risk (the ‘ecological 
model’),9 community mobilisation interventions10 11 
seek to mobilise entire communities to shift norms and 
behaviours that underlie and sustain high levels of IPV. 
Such programmes include strengthening the responses 
of ordinary community members (‘bystanders’) to 
violence in their communities. Although empirical data 
are scarce, evidence from the USA has shown helpful 
bystander behaviour to be linked to improved victims’ 
outcomes, including reduced physical injury and better 
mental health in the longer term.12 13 The potential for 
increased bystander action to weaken perceived norms 
around the acceptability and community tolerance of 
VAW has also been highlighted.14 15
We recently reported the results from the SASA! study, 
a cluster randomised trial (CRT) of a community mobili-
sation intervention to prevent VAW and reduce HIV risk 
in Kampala, Uganda.10 After 3 years of SASA!, women in 
intervention communities were 52% less likely to report 
past year experience of physical IPV, compared with 
women in control communities (adjusted risk ratio 0.48, 
95% CI 0.16 to 1.39), and the intervention had statistically 
significant impact on the secondary prevention (cessa-
tion) of all forms of IPV (physical, sexual, emotional) 
where it was previously occurring.16 Women in SASA! 
communities10 who had experienced IPV were more 
likely than their control counterparts to have received an 
appropriate response from others in their community, a 
potential mechanism leading to IPV cessation.
Most of what we know about what makes ordinary 
people intervene when they witness violence comes from 
research in high-income countries. The main framework 
for understanding the so-called ‘bystander’ behaviour, 
developed by Latané and Darley,17 identifies the stages 
involved in moving to take action—noticing the event, 
interpreting it as a problem requiring intervention, 
feeling responsible for dealing with it, deciding on an 
appropriate response and implementing that response. 
More recently, an ecological approach to understanding 
bystander behaviour has emerged, recognising that factors 
promoting/inhibiting action to prevent violence operate 
at all levels of the social ecology.18–20 Normative factors 
such as gender-inequitable masculinity norms about 
sexual interaction,21 22 pervasive beliefs that violence 
is a normal part of a relationship and norms of privacy 
around relationships23 have been identified as barriers 
to action. So too have more pragmatic considerations 
such as bystanders’ concerns about their own safety and 
bystander uncertainty about whether (or what) interven-
tion is needed.23 24 Factors shown to encourage bystander 
intervention include attitudes supportive of helping,25 
higher self-efficacy and collective efficacy,20 25 26 knowl-
edge about violence and helpful bystander behaviours,27 
empathy with the victim,28 personal experiences of 
domestic violence,29 strong social support ties to neigh-
bours and community,20 and less personal tolerance of 
IPV.26
Findings on the association between a bystander’s sex 
and propensity to intervene are mixed. Some studies 
have suggested that women are more predisposed to 
intervene in situations of interpersonal violence,25 27 and 
to take actions such as calling the police30 31 or providing 
emotional support to victims.32 Men, however, are more 
likely to intervene physically33 or talk directly to the 
abuser.30 Structural barriers to intervening may also differ 
by sex. For example, research in rural Uganda found 
that women fear greater repercussions than men if they 
report IPV occurring in their communities—they may 
be branded a gossip and consequently suffer violence 
themselves.34
In recognition of the many barriers to action, recent 
years have seen ‘bystander focused’ interventions, 
which aim to change the attitudes and strengthen the 
capacity of potential bystanders, emerge as a promising 
type of intervention against various forms of violence.35 
Although few have been subject to rigorous evaluation, 
and some have shown no (or only short-term) impact 
on actual bystander behaviours,36 several programmes 
have been demonstrated to promote positive bystander 
intentions37 38 and behaviours,39 and in some cases 
prevent violence.39–43 Effective approaches tend to be 
those that are theoretically driven, implemented over a 
sufficient time period (not ‘one off’ sessions), and that 
combine bystander education (to engender a commu-
nity of responsibility and build skills on how to intervene 
effectively and safely) with components to address social 
norms relating to sexual interaction, violence and mascu-
linity.15 35 43
Most studies into bystander behaviour, however, are 
conducted in high-income countries and among univer-
sity-based or school-based samples. There is very little 
research on this topic from low-income countries, nor 
(with few exceptions)20 on what promotes bystander 
intervention in the general community or within the 
context of a broader community intervention.
This paper uses data from the SASA! study to address 
some of these evidence gaps and further explore the 
role of community members in IPV prevention and 
response, both within and outside the context of a 
holistic community intervention. We present data on 
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how often community members witness or hear IPV in 
their communities and explore which individual-level 
characteristics are associated with whether or not they try 
to help. We explore relationships separately for men and 
women, and for intervention and control communities.
MeTHods
study setting
The SASA! study was conducted between November 
2007 and May 2012 in Kampala, Uganda. At the outset 
of the study, 44% of ever-partnered women aged 18–49 
reported having ever experienced physical and or/sexual 
IPV. Patriarchal norms were prevalent, with 25% of men 
and 58% of women reporting attitudes accepting of a 
man’s use of violence against his wife.
The sAsA! intervention
The SASA! Activist Kit for Preventing Violence against Women 
and HIV44 is a community mobilisation intervention 
seeking to change community norms and behaviours 
that result in gender inequality, violence and increased 
HIV vulnerability for women. It was developed by Raising 
Voices (http:// raisingvoices. org/) and implemented in 
Kampala by the Center for Domestic Violence Prevention 
().
The SASA! approach draws heavily on two theoretical 
frameworks: the ecological model (discussed above), 
and the stages of change theory which identifies key 
stages involved in individual-level behaviour change.45 
SASA! seeks to change individuals’ attitudes, community 
norms and structures by supporting entire communities 
through a phased process of change. SASA!, meaning 
‘Now’ in Kiswahili, is an acronym for the four phases of 
the approach—Start, Awareness, Support, Action. The 
intervention focuses on promoting a critical analysis and 
discussion of power and power inequalities—with an 
emphasis on men’s power over women and how it fuels 
VAW, as well as ways in which people can use their power 
positively to create change at an individual and commu-
nity level.
In the Start phase, community activists (CAs) (regular 
women and men interested in issues of violence, power 
and rights) are selected and given (ongoing) training 
to sensitise them to the issues of VAW and enable them 
to work through the subsequent phases of SASA! within 
their communities. In the Awareness phase, CAs form 
a core part of SASA!, conducting frequent and diverse 
activities within their own social networks, to engage and 
support activism among their families, friends, colleagues 
and neighbours. SASA! also works with service providers 
(eg, police and healthcare workers) and opinion leaders 
such as clan, traditional, local government and religious 
leaders. Training, one-on-one support and mentoring 
support them to become effective advocates for women’s 
rights within their communities, enhance their knowl-
edge and skills to prevent and respond to VAW, help 
them build connections and referral networks with other 
service providers, and encourage them to use existing/
develop new local or national laws as redress when 
appropriate.
The Support and Action phases help communities 
move from improved awareness about violence into 
actual and sustained action to prevent it. Key activities 
focus on making it a responsibility of every individual 
(and institution) to support women experiencing/men 
using violence, challenging the notion that to intervene 
is to meddle in private matters. They emphasise that men 
who use violence should be held accountable for their 
actions. In line with this, SASA! activities (1) promote 
awareness that violence is never acceptable, that it has 
negative consequences for everyone and that women 
experiencing violence are not to blame for it; (2) ensure 
that those using violence know that it is their choice 
and they are responsible for it; (3) strengthen commu-
nity members’ confidence and skills to become violence 
prevention activists; (4) educate community members 
on how to intervene when violence occurs (either in real 
time or after depending on when it is safe for them to 
do so) and help survivors of violence in a manner that 
upholds their rights, autonomy and safety; (5) share 
referral information that community members can use 
to support women who need help; and (6) help service 
providers formalise any changes they have made to better 
respond to and prevent VAW.
Trial design
The evaluation design is described in detail elsewhere.10 46 
Briefly, we conducted a pair-matched CRT involving eight 
communities (four intervention, four control), each 
comprising one or two administrative parishes. Two 
cross-sectional surveys of community members (18–49 
years who had lived in the community for at least a year) 
were carried out, one prior to intervention implementa-
tion and one 4 years later. Households were randomly 
sampled from enumeration areas within intervention 
and comparable control zones, with one eligible member 
randomly selected from each sampled household (for 
reasons of respondent safety). Baseline data indicated 
a high level of comparability between intervention and 
control communities prior to intervention implementa-
tion (online supplementary file 1).
The study was conducted in accordance with the WHO 
guidelines for the safe and ethical collection of data 
on VAW.47 All respondents provided written informed 
consent and were interviewed in a safe and private place 
of their choosing.
outcomes and exposures
This secondary analysis uses data from the follow-up 
survey on male and female community members’ 
responses to IPV in their communities. Among respond-
ents who answered ‘yes’ to having seen or heard violence 
happening between partners in their community in 
the past 12 months (n=1570, 62% of the sample), the 
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Figure 1 Conceptual framework outlining hypothesised individual-level influences on community members’ propensity to take 
action if they see/hear intimate partner violence (IPV) in their community.
outcome was measured with the question ‘Did you do 
something to try to help?’ (yes/no).
While acknowledging the importance of all levels 
of the social ecology in shaping IPV risk and commu-
nity members’ propensities to intervene,9 19 this paper 
focuses on bystander characteristics (ie, who is most 
likely to intervene). However, we also explore how asso-
ciations between bystander characteristics and helping 
behaviours may be modified in the context of a commu-
nity mobilisation intervention.
Factors considered as potential determinants of the 
outcome (figure 1) were demographics (age, relation-
ship status/duration, education, current employment 
status); ties to the community (length of time living in 
the community, how often they talk to neighbours); 
personal experiences of IPV and childhood abuse (ever 
and past year physical/sexual IPV, witnessed IPV against 
mother as a child, badly beaten by parents as a child, 
experienced child sexual abuse [CSA]); attitudes (atti-
tudes supportive of wife-beating, believing it is okay for 
a woman to tell others if she is experiencing IPV); and 
(in SASA! communities only) individual-level degree of 
exposure to the SASA! intervention.
Questions on IPV (measuring specific acts) were based 
on those used in the WHO Multi-country Study on 
Women’s Health and Domestic Violence.48 For women 
we measured experiences of these acts by their partner, 
while for men we measured perpetration against their 
partner. Due to the potential for major under-reporting 
of violence among men, especially in intervention 
communities, we measured past year perpetration with 
an anonymous card administered at the end of the inter-
view. Respondents were asked to put a mark next to a sad 
picture ‘if you have hurt your partner either physically or 
sexually in the last 12 months’ (and next to a happy face 
if not), and place the card in a sealed envelope so the 
interviewer could not see the answer (online supplemen-
tary file 2 provides detail on all exposures/outcome).
statistical analysis
The analysis was performed separately for men and 
women and for intervention and control communities, as 
we hypothesised that factors influencing whether or not 
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someone tried to help might differ by sex and be modi-
fied by exposure to SASA!. We used logistic regression 
to model crude associations between each exposure vari-
able and the outcome, adjusting for community as a fixed 
effect. Clustered sandwich variance estimators were used 
to account for intracluster correlation at the enumera-
tion area level. We then conducted multivariate logistic 
regression. Factors were considered for inclusion in the 
multivariate analysis if they were associated (p<0.05) 
with trying to help in any of the crude models (men/
women, control/SASA!). We included just one indicator 
of childhood experiences of abuse (a composite of the 
three abuse-related variables) and one of adult experi-
ence/perpetration of violence (based on the strength of 
associations in the crude models and prevalence of the 
exposures). This was done to minimise collinearity in the 
adjusted models. Based on our conceptual framework 
(figure 1), we added variables to the model sequentially, 
so that we could estimate the association between more 
distal exposures and the outcome without attenuation 
by variables potentially on the causal pathway between 
the two. Variables were added as follows: demographic 
factors (model 1); + the indicator of childhood expo-
sure to violence (the exposure chronologically most 
distal to the outcome) (model 2); + the more proximate 
exposures (indicators of ties to the community, attitudes 
relating to IPV and experience/perpetration of IPV in 
adulthood) (model 3). In the final model (model 4), we 
added the individual-level SASA! dose variable.
The same set of variables was included in the models 
for men and women and for control and SASA! commu-
nities to allow direct comparisons between the results. 
Analyses were performed using Stata SE V.14.
resulTs
There were 2532 respondents interviewed in the follow-up 
survey (1130 women, 1402 men), representing a 99% 
response rate (online supplementary file 3). Approxi-
mately half of women and more than two-thirds of men 
(overall) had witnessed IPV happening in their commu-
nity, with figures higher in control compared with SASA! 
communities (tables 1 and 2). Where IPV was observed, 
those in SASA! communities were much more likely to 
report having tried to help (about one-third of men and 
women in control communities, vs over half in SASA! 
communities).
Women
Demographics
In both SASA! and control communities, older women 
were more likely to report having helped than younger 
women, although after adjustment for other demo-
graphics (model 1) this association remained in control 
communities only. In SASA!, although not control 
communities, women who had been in long-standing 
relationships were more likely to report having helped 
than those in newer (or no) relationships, even after 
adjustment (model 1). Completed primary education 
was not associated with helping behaviours in SASA! or 
control communities (tables 1 and 3). In SASA! commu-
nities only,
Ties to the community
Across all communities, women who had lived in their 
community for at least 4 years were more likely to report 
having helped than women who had arrived in the 
community more recently, although this association did 
not remain in the multivariate model (model 3). Those 
who talked to neighbours at least once a week were more 
likely to report helping than those who never/rarely 
spoke to them. However, after adjustment for other varia-
bles (model 3), this association remained significant only 
in SASA! communities.
Personal experiences of violence
Associations between personal experiences of violence 
and having tried to help differed between SASA! and 
control communities.
In SASA! communities, women who had ever experi-
enced physical/sexual IPV were more likely to report 
having helped than those with no lifetime experience of 
IPV (model 3). Past year experience of physical/sexual 
IPV was also associated with an increased propensity to 
help, although the association was not statistically signif-
icant. Women who had witnessed their mother being 
beaten by their father, had been badly beaten by their 
parents as a child, had experienced CSA or had expe-
rienced non-partner sexual violence since the age of 15 
were also more likely to report having helped compared 
with women without these experiences. Childhood 
experiences of abuse remained a predictor of helping 
behaviour after adjustment for demographic variables 
(model 2), although not surprisingly, weakened once 
variables potentially on the pathway between childhood 
experiences and later helping behaviours were added 
(model 3).
In contrast, in control communities, with the exception 
of CSA, a woman’s own experiences of violence were not 
associated with having tried to help.
Attitudes
In SASA! communities, a woman’s propensity to inter-
vene was strongly associated with her own attitudes about 
VAW. Women were more likely to report having helped if 
they believed it was never justified for a husband to beat 
his wife, or that it was okay for a woman to tell others if 
she was experiencing IPV (model 3). These associations 
were much weaker (and not statistically significant) in 
control communities.
Exposure to SASA!
Within SASA! communities, a strong dose–response rela-
tionship was observed between women’s exposure to 
SASA! and their propensity to try to help (model 4).
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Table 1 Factors associated with women trying to help when they see/hear IPV in their communities
Control communities
n=288 (288/530 [54%] witnessed IPV in the 
community)
SASA! communities
n=285 (285/599 [48%] witnessed IPV in the 
community)
Tried to help OR* (95% CI) Tried to help OR* (95% CI)
Total 96/288 (33%) – 147/285 (52%) –
Demographics 
Age (years) 
  18–24 19/98 (19%) – 39/92 (42%) –
  25–34 40/97 (41%) 2.92 (1.38 to 6.19) 62/121 (51%) 1.41 (0.76 to 2.62)
  35–49 31/71 (44%) 3.12 (1.56 to 6.25) 38/59 (64%) 2.56 (1.25 to 5.24)
Relationship status/duration 
  Not in relationship 22/58 (38%) – 17/42 (40%) –
  0–3 years 16/87 (18%) 0.37 (0.19 to 0.75) 38/93 (41%) 0.94 (0.40 to 2.21)
  >3 years 53/129 (41%) 1.09 (0.59 to 2.02) 85/142 (60%) 2.13 (0.98 to 4.67)
Educated above primary level 
  No 37/110 (34%) – 50/89 (56%) –
  Yes 58/177 (33%) 0.92 (0.57 to 1.49) 97/196 (49%) 0.75 (0.47 to 1.18)
Currently employed 
  No 33/107 (31%) – 36/96 (38%) –
  Yes 62/180 (34%) 1.20 (0.77 to 1.85) 111/189 (59%) 2.60 (1.40 to 4.83)
Ties to community 
How long lived in the community (years) 
  1–3 27/107 (25%) – 40/92 (43%) –
  ≥4 68/180 (38%) 2.08 (1.28 to 3.39) 107/193 (55%) 1.77 (1.09 to 2.87)
How often talk to neighbours 
  Never/less than once 
a week
13/52 (25%) – 9/35 (26%) –
  Once a week 27/65 (42%) 2.37 (1.04 to 5.43) 36/74 (49%) 2.94 (1.23 to 7.01)
  Daily 55/170 (32%) 1.53 (0.63 to 3.73) 102/176 (58%) 4.19 (2.32 to 7.57)
Experiences of violence 
Ever physical/sexual IPV 
  No 46/133 (35%) – 66/148 (45%) –
  Yes 46/143 (32%) 0.87 (0.52 to 1.45) 80/131 (61%) 1.96 (1.17 to 3.28)
Past year physical/sexual IPV 
  No 49/143 (34%) – 90/181 (50%) –
  Yes 29/100 (29%) 0.77 (0.45 to 1.32) 44/71 (62%) 1.65 (0.97 to 2.83)
Ever experienced non-partner sexual violence aged >15 years 
  No 63/208 (30%) – 85/207 (41%) –
  Yes 29/73 (40%) 1.59 (0.90 to 2.80) 60/76 (79%) 5.38 (2.84 to 10.18)
Witnessed mother being beaten by father 
  No 59/171 (35%) – 81/175 (46%) –
  Yes 36/113 (32%) 0.86 (0.52 to 1.40) 65/109 (60%) 1.61 (0.98 to 2.66)
Badly beaten by parents as a child 
  No 47/157 (30%) – 72/165 (44%) –
  Yes 48/130 (37%) 1.38 (0.90 to 2.10) 75/120 (63%) 2.10 (1.44 to 3.05)
Experienced child sexual abuse 
  No 58/202 (29%) – 75/187 (40%) –
Continued
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Control communities
n=288 (288/530 [54%] witnessed IPV in the 
community)
SASA! communities
n=285 (285/599 [48%] witnessed IPV in the 
community)
Tried to help OR* (95% CI) Tried to help OR* (95% CI)
  Yes 38/86 (44%) 1.92 (1.10 to 3.36) 72/98 (73%) 4.17 (2.39 to 7.27)
Any abuse-related experience as a child (composite: witnessed IPV, badly beaten or CSA) 
  No 29/101 (29%) – 37/96 (39%) –
  Yes 66/185 (36%) 1.34 (0.68 to 2.65) 110/189 (58%) 2.18 (1.30 to 3.64)
Attitudes 
Attitudes supportive of wife-beating 
  No 40/102 (39%) – 114/184 (62%) –
  Yes 54/184 (29%) 0.67 (0.42 to 1.06) 33/101 (33%) 0.27 (0.14 to 0.51)
Believes okay for a woman to tell if experiencing IPV 
  No 41/135 (31%) – 17/63 (27%) –
  Yes 54/152 (36%) 1.27 (0.78 to 2.05) 130/222 (59%) 3.69 (1.79 to 7.61)
SASA! exposure 
Reported exposure to SASA! 
  None NA NA 23/76 (30%) –
  Low/moderate NA NA 53/119 (45%) 1.79 (1.16 to 2.76)
  High NA NA 71/90 (79%) 8.52 (3.27 to 22.20)
*Adjusted for community as a fixed effect. SE calculated using cluster robust option.
CSA, child sexual abuse; IPV, intimate partner violence; NA, not applicable.
Table 1 Continued
Men
Demographics
In both SASA! and control communities, men over 25 
years of age were more likely to report helping than 
younger men, although this association weakened after 
adjustment for other demographics (model 1). Men in 
long-standing relationships were more likely to report 
having helped than those in newer relationships, an asso-
ciation that persisted in multivariate models. Education 
was not associated with having tried to help in either 
SASA! or control communities. In control (although not 
SASA!) communities, men who were currently employed 
were more likely than those not working to report having 
helped (tables 2 and 4).
Ties to community
In SASA! communities only, men who had lived in the 
community for at least 4 years were slightly more likely 
to report having helped than men who had arrived in 
the community more recently, although this associa-
tion lost statistical significance in the multivariate anal-
ysis (model 3). In control communities only, men were 
substantially more likely to report having helped the 
more often they talked to their neighbours, an associ-
ation that did not quite attain statistical significance 
but retained its magnitude in the multivariate model 
(model 3).
Personal experiences of violence
As with women, associations between personal history 
of violence and having tried to help were different for 
SASA! and control communities.
In SASA! communities, men who had ever perpetrated 
physical/sexual IPV were more likely to report having 
helped than those with no lifetime history of perpetra-
tion (model 3). Past year perpetration of IPV was not, 
however, associated with trying to help. Men who had 
witnessed their mother being beaten by their father, 
had been badly beaten by their parents as a child or had 
experienced CSA were also more likely to report having 
helped compared with men without these experiences. 
The association between childhood experiences of abuse 
and trying to help did not quite attain statistical signif-
icance, although was not attenuated by the inclusion 
of demographic variables in the multivariate analysis 
(model 2).
In control communities, neither a man’s personal 
history of IPV perpetration nor his childhood experi-
ences of abuse were associated with having tried to help.
Attitudes
In both SASA! and control communities, a man’s propen-
sity to intervene was associated with his own attitudes 
about VAW. Men were more likely to report having helped 
if they believed it was never justified for a husband to beat 
his wife or that it was okay for a woman to tell others if she 
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Table 2 Factors associated with men trying to help when they see/hear IPV in their communities
Control communities
n=503 (503/634 [79%] witnessed IPV in 
community)
SASA! communities
n=494 (494/768 [64%] witnessed IPV in 
community)
Tried to help OR* (95% CI) Tried to help OR* (95% CI)
Total 152/503 (30%) – 295/494 (60%) –
Demographics 
Age (years)
  18–24 28/142 (20%) – 87/175 (50%) –
  25–34 72/192 (38%) 2.32 (1.42 to 3.78) 130/203 (64%) 1.74 (1.02 to 2.94)
  35–49 50/143 (35%) 2.18 (1.23 to 3.87) 73/105 (70%) 2.20 (1.03 to 4.69)
Relationship status/duration 
  Not in relationship 16/114 (14%) – 39/83 (47%) –
  0–3 years 58/192 (30%) 2.67 (1.61 to 4.43) 120/216 (56%) 1.48 (0.92 to 2.39)
  >3 years 74/179 (41%) 4.15 (2.30 to 7.49) 130/187 (70%) 2.65 (1.72 to 4.09)
Educated above primary level 
  No 41/140 (29%) – 84/137 (61%) –
  Yes 111/363 (31%) 1.13 (0.64 to 2.02) 211/357 (59%) 0.88 (0.56 to 1.38)
Currently employed 
  No 8/51 (16%) – 33/55 (60%) –
  Yes 144/452 (32%) 2.51 (1.24 to 5.07) 262/439 (60%) 1.01 (0.57 to 1.80)
Ties to community 
How long lived in the community (years) 
  1–3 32/123 (26%) – 54/108 (50%) –
  ≥4 120/380 (32%) 1.36 (0.82 to 2.26) 241/386 (62%) 1.68 (1.07 to 2.63)
How often talk to neighbours 
  Never/less than once 
a week
7/47 (15%) – 18/30 (60%) –
  Once a week 47/157 (30%) 2.12 (0.80 to 5.62) 61/122 (50%) 0.66 (0.28 to 1.58)
  Daily 98/299 (33%) 2.42 (0.98 to 5.96) 216/342 (63%) 1.09 (0.57 to 2.09)
  Perpetration/
experiences of 
violence
Ever perpetrated physical/sexual IPV 
  No 53/155 (34%) – 174/313 (56%) –
  Yes 92/301 (31%) 0.96 (0.68 to 1.36) 101/136 (74%) 2.43 (1.55 to 3.79)
Perpetrated IPV in past year 
  No 64/201 (32%) – 198/316 (63%) –
  Yes 76/227 (33%) 1.05 (0.70 to 1.56) 64/101 (63%) 1.09 (0.51 to 2.34)
Witnessed mother being beaten by father 
  No 68/207 (33%) – 147/268 (55%) –
  Yes 84/296 (28%) 0.80 (0.59 to 1.08) 146/224 (65%) 1.52 (1.19 to 1.96)
Badly beaten by parents as a child 
  No 88/263 (33%) – 147/271 (54%) –
  Yes 64/240 (27%) 0.76 (0.49 to 1.19) 148/223 (66%) 1.59 (0.87 to 2.90)
Experienced child sexual abuse 
  No 128/443 (29%) – 272/461 (59%) –
  Yes 23/57 (40%) 1.58 (0.89 to 2.80) 23/32 (72%) 1.97 (0.85 to 4.59)
Continued
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Control communities
n=503 (503/634 [79%] witnessed IPV in 
community)
SASA! communities
n=494 (494/768 [64%] witnessed IPV in 
community)
Tried to help OR* (95% CI) Tried to help OR* (95% CI)
Any abuse-related experience as a child (composite: witnessed IPV, badly beaten or CSA) 
  No 46/137 (34%) – 96/183 (52%) –
  Yes 106/366 (29%) 0.77 (0.54 to 1.12) 199/310 (64%) 1.57 (0.95 to 2.60)
Attitudes 
Attitudes supportive of wife-beating 
  No 29/65 (45%) – 231/371 (62%) –
  Yes 123/438 (28%) 0.53 (0.30 to 0.93) 64/123 (52%) 0.75 (0.44 to 1.27)
Believes okay for a woman to tell if experiencing IPV 
  No 76/307 (25%) – 20/50 (40%) –
  Yes 76/196 (39%) 1.70 (1.20 to 2.41) 275/444 (62%) 2.19 (1.09 to 4.39)
SASA! exposure
Reported exposure to SASA! 
  None NA NA 11/47 (23%) –
  Low/moderate NA NA 154/264 (58%) 4.42 (2.11 to 9.24)
  High NA NA 130/183 (71%) 7.67 (3.72 to 15.82)
*Adjusted for community as a fixed effect. SEs calculated using cluster robust option. Women who were currently employed (mostly informal 
employment) were more likely than those not working to report having helped someone (model 1).
CSA, child sexual abuse; IPV, intimate partner violence; NA, not applicable.
Table 2 Continued
was experiencing IPV. However, the association remained 
significant only for the latter belief in the multivariate 
analysis (model 3).
Exposure to SASA!
Within SASA! communities men with increasing SASA! 
exposure were more likely than those with less/no expo-
sure to report having helped (model 4).
dIsCussIon
Our analysis shows that a high proportion of respond-
ents had witnessed IPV in their communities, and that 
those in SASA! communities were more likely than their 
control counterparts to report having tried to help. Our 
findings also highlight several characteristics that are 
associated with an increased propensity to intervene 
when a person witnesses IPV in their community. Most 
noteworthy is that factors associated with trying to help 
differ markedly between SASA! and control communi-
ties, with a greater number of predisposing factors identi-
fied in SASA! communities.
In control communities, the main factors associated 
with trying to help were demographic factors (age for 
women, duration of relationship for men). Ties to the 
community and believing that it is okay for a woman to 
tell if she is experiencing IPV were also associated with 
men’s propensity to help in control communities. While 
the perceived wisdom is that programmes have more 
success changing attitudes and reducing perpetration 
among younger men in newer relationships where gender 
norms, relationship expectations and roles are less firmly 
entrenched, this result points to the wider value (in terms 
of other behavioural outcomes) of working with men in 
more long-standing relationships.
In SASA! communities, several additional factors were 
associated with taking action. Among both women and 
men, lifetime experience/perpetration of IPV was strongly 
related to propensity to intervene. This association weak-
ened very slightly once individual-level SASA! exposure 
was added into the model, unsurprising if those involved 
in IPV respond more readily to SASA! ideas and engage 
more frequently in SASA! activities (thereby increasing 
propensity to intervene). Childhood experiences of 
abuse were also strongly related to helping behaviours 
among women and somewhat associated among men. We 
hypothesise that those affected by violence as children 
and/or in adulthood may feel more empathy with others 
experiencing (or perpetrating) IPV,49 increasing their 
motivation to act,14 and have greater knowledge of what 
kind of action is likely to be welcomed and helpful.
We offer two reasons why an association between IPV 
experience/perpetration and trying to help was observed 
in SASA! but not control communities. First, in line with 
Latané and Darley’s17 identified stages for bystander 
action, increased empathy and motivation to act might 
only lead to actual action if a person feels a sense of 
responsibility to act and has the confidence and skills with 
which to do so. SASA!’s phased process of community 
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Table 3 Multivariate models of factors associated with women trying to help when they see/hear IPV in their communities
Control communities SASA! communities
Model 1
OR* (95% CI)
Model 2
OR* (95% CI)
Model 3
OR* (95% CI)
Model 1
OR* (95% CI)
Model 2
OR* (95% CI)
Model 3
OR* (95% CI)
Model 4
OR* (95% CI)
Demographics 
Age (years) 
  18–24 – – – – – – –
  25–34 2.53 (1.05 to 
6.09)
2.40 (0.94 to 
5.94)
2.44 (0.96 to 
6.20)
0.86 (0.41 to 
1.80)
0.78 (0.38 to 
1.61)
0.71 (0.32 to 
1.58)
0.76 (0.31 to 
1.88)
  35–49 2.61 (1.15 to 
5.94)
2.41 (1.03 to 
5.68)
2.06 (0.84 to 
5.05)
1.33 (0.57 to 
3.11)
1.20 (0.51 to 
2.84)
1.06 (0.42 to 
2.73)
1.17 (0.40 to 
3.45)
Relationship duration 
  Not in 
relationship
– – – – – – –
  0–3 years 0.46 (0.23 to 
0.94)
0.45 (0.22 to 
0.92)
0.54 (0.27 to 
1.11)
1.06 (0.43 to 
2.58)
1.13 (0.45 to 
2.80)
0.92 (0.31 to 
2.76)
0.71 (0.26 to 
1.93)
  >3 years 0.97 (0.51 to 
1.84)
0.97 (0.50 to 
1.89)
1.01 (0.51 to 
2.00)
2.20 (1.04 to 
4.66)
2.49 (1.10 to 
5.66)
2.16 (0.92 to 
5.06)
1.73 (0.70 to 
4.28)
Currently employed 
  No – – – – – – –
  Yes 0.84 (0.45 to 
1.54)
0.85 (0.46 to 
1.58)
0.75 (0.40 to 
1.40)
2.51 (1.22 to 
5.16)
2.44 (1.14 to 
5.26)
2.80 (1.28 to 
6.12)
2.63 (1.23 to 
5.65)
Childhood experiences of abuse 
Any abuse related experience as a child (witnessed IPV, badly beaten or CSA) 
  No – – – – –
  Yes 1.15 (0.55 to 
2.44)
1.20 (0.57 to 
2.53)
2.21 (1.20 to 
4.05)
1.66 (0.87 to 
3.15)
1.73 (0.89 to 
3.34)
Ties to community 
How long lived in the community (years) 
  1–3 – – –
  ≥4 1.64 (0.93 to 
2.89)
0.98 (0.57 to 
1.70)
0.88 (0.48 to 
1.61)
How often talk to neighbours 
  Never/less 
than once a 
week
– – –
  Once a week 1.82 (0.64 to 
5.18)
2.86 (0.97 to 
8.45)
2.62 (1.01 to 
6.82)
  Daily 1.00 (0.40 to 
2.50)
4.10 (2.01 to 
8.35)
2.47 (1.03 to 
5.94)
Adult experiences of violence 
Ever experienced physical/sexual IPV 
  No – – –
  Yes 0.79 (0.42 to 
1.47)
2.05 (1.06 to 
3.96)
1.67 (0.85 to 
3.25)
Attitudes 
Attitudes supportive of wife-beating 
  No – – –
  Yes 0.71 (0.46 to 
1.11)
0.25 (0.12 to 
0.55)
0.28 (0.13 to 
0.60)
Believes okay for a woman to tell if experiencing IPV 
Continued
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Control communities SASA! communities
Model 1
OR* (95% CI)
Model 2
OR* (95% CI)
Model 3
OR* (95% CI)
Model 1
OR* (95% CI)
Model 2
OR* (95% CI)
Model 3
OR* (95% CI)
Model 4
OR* (95% CI)
  No – – –
  Yes 1.33 (0.80 to 
2.21)
3.38 (1.77 to 
6.46)
2.85 (1.55 to 
5.22)
SASA! exposure 
Reported exposure to SASA! 
  None –
  Low/
moderate
2.08 (1.02 to 
4.24)
  High 6.45 (2.35 to 
17.74)
*Adjusted for community as a fixed effect. SE calculated using cluster robust option.
CSA, child sexual abuse; IPV, intimate partner violence.
Table 3 Continued
change roughly mirrors Latané and Darley’s individu-
al-level framework for understanding bystander action—
the Support phase specifically focuses on instilling 
community members with a sense of responsibility to 
act, equipping them with the skills to respond to women 
experiencing violence, and providing them with informa-
tion on where they can refer women or men who need 
help. Second, as confirmed by qualitative research, indi-
viduals with personal motivation to act found themselves 
in an environment supportive of action, surrounded by 
others prepared to take (or at least condone) action to 
address VAW.50
It is interesting to note that, in SASA! communities, 
past year IPV experience/perpetration was less strongly 
associated with trying to help than lifetime IPV experi-
ence/perpetration was. It is possible that those currently 
experiencing IPV have similar motivations to intervene 
but less power, confidence or support with which to do 
so. Likewise, current perpetrators may be those men 
most resistant to change and harbouring the most regres-
sive attitudes.
Attitudes towards the acceptability of IPV and whether 
it is okay for a woman to tell if she is experiencing 
violence were also strongly (and independently) related 
to propensity to try and help in SASA! communities. 
This is consistent with other research showing that less 
personal tolerance of IPV is associated with bystander 
action.26 Such attitudes likely increase the probability that 
the bystander interprets the event as a problem worthy of 
intervention, and motivate them to assume responsibility 
for taking action.17 51 However, as discussed above, moti-
vation may not be sufficient to promote action if other 
individual and contextual factors supportive of action 
are lacking—hence the more consistent associations in 
SASA! compared with control communities. This finding 
highlights the importance of changing attitudes and 
privacy norms around IPV, not just as a direct route to IPV 
prevention, but also to improve community responses to 
violence when it occurs. Proponents of bystander inter-
ventions highlight the cyclical nature of this association, 
with increased bystander action potentially feeding back 
into community-level norm change.15 23
Among women in SASA! communities, ties to the 
community were associated with trying to help. This 
finding is consistent with evidence from research into 
school bullying52 53 and general violence26 that shows 
associations between social capital (social support and 
community engagement) and increased likelihood of 
engaging in prosocial bystander behaviour. Research 
has shown that in communities where social capital and 
collective efficacy are high, community members are 
more likely to look out for each other and able to use 
the relationships they have to work collaboratively to 
prevent and respond to violence in their communities.54 
Regarding the absence of such an association in control 
communities, we surmise that strong ties to the commu-
nity might only increase the probability of trying to help 
if the community itself has norms sanctioning rather than 
condoning VAW. In SASA! communities where commu-
nity-wide acceptance of IPV has decreased, a woman with 
stronger ties to her community will be more closely allied 
with norms that promote action against IPV, other individ-
uals prepared to take action with her and sources of help 
to whom she can refer the couple involved.50 Indeed, the 
creation of an environment supportive of taking action 
is very much the focus of the Support and Action phases 
of the SASA! intervention. In control communities, 
conversely, strong ties to the community may just serve to 
reinforce acceptance and tolerance of IPV.
Finally, while SASA! is a community-level intervention 
and everyone in SASA! communities can be classified 
as ‘exposed’, levels of engagement with SASA! differed 
between community members. Within SASA! commu-
nities, propensity to act increased with higher reported 
exposure to SASA!. This result is encouraging, although 
not surprising. Individuals with higher exposure may 
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Table 4 Multivariate models of factors associated with men trying to help when they see/hear IPV in their communities
Control communities SASA! communities
Model 1
OR* (95% CI)
Model 2
OR* (95% CI)
Model 3
OR* (95% CI)
Model 1
OR* (95% CI)
Model 2
OR* (95% CI)
Model 3
OR* (95% CI)
Model 4
OR* (95% CI)
Demographics 
Age (years) 
  18–24 – – – – – – –
  25–34 1.68 (0.93 to 
3.03)
1.68 (0.93 to 
3.04)
1.47 (0.77 to 
2.86)
1.66 (0.94 to 
2.93)
1.72 (0.99 to 
2.99)
1.31 (0.72 to 
2.37)
1.37 (0.72 to 
2.61)
  35–49 1.19 (0.54 to 
2.61)
1.20 (0.55 to 
2.62)
1.00 (0.42 to 
2.37)
1.63 (0.62 to 
4.32)
1.72 (0.65 to 
4.51)
0.99 (0.38 to 
2.62)
1.05 (0.38 to 
2.87)
Relationship duration 
  Not in 
relationship
– – – – – – –
  0–3 years 2.18 (1.32 to 
3.59)
2.22 (1.34 to 
3.67)
1.75 (0.92 to 
3.32)
1.51 (0.90 to 
2.54)
1.47 (0.86 to 
2.51)
1.57 (0.80 to 
3.10)
1.38 (0.74 to 
2.58)
  >3 years 3.30 (1.74 to 
6.26)
3.31 (1.73 to 
6.35)
2.80 (1.31 to 
5.98)
2.24 (1.47 to 
3.42)
2.11 (1.38 to 
3.24)
2.39 (1.23 to 
4.67)
1.88 (0.99 to 
3.54)
Currently employed 
  No – – – – – – –
  Yes 1.39 (0.63 to 
3.07)
1.38 (0.61 to 
3.08)
1.43 (0.60 to 
3.38)
0.53 (0.28 to 
0.98)
0.54 (0.29 to 
1.01)
0.58 (0.26 to 
1.29)
0.56 (0.26 to 
1.18)
Childhood experiences of abuse 
Any abuse-related experience as a child (witnessed IPV, badly beaten or CSA) 
  No – – – – –
  Yes 0.75 (0.50 to 
1.12)
0.77 (0.50 to 
1.18)
1.56 (0.95 to 
2.57)
1.22 (0.77 to 
1.94)
1.29 (0.80 to 
2.09)
Ties to community 
How long lived in the community (years) 
  1–3 – – –
  ≥4 1.26 (0.67 to 
2.36)
1.45 (0.87 to 
2.42)
1.44 (0.85 to 
2.43)
How often talk to neighbours 
  Never/less 
than once a 
week
– – –
  Once a week 2.07 (0.72 to 
5.96)
0.87 (0.36 to 
2.09)
0.81 (0.33 to 
2.01)
  Daily 2.21 (0.87 to 
5.62)
1.39 (0.76 to 
2.53)
1.10 (0.58 to 
2.07)
Adult experiences of violence 
Ever perpetrated physical/sexual IPV 
  No – – –
  Yes 1.32 (0.85 to 
2.05)
2.15 (1.28 to 
3.62)
2.27 (1.37 to 
3.75)
Attitudes 
Attitudes supportive of wife-beating 
  No – – –
  Yes 0.68 (0.34 to 
1.36)
0.83 (0.38 to 
1.80)
0.89 (0.39 to 
2.01)
Believes okay for a woman to tell if experiencing IPV 
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Control communities SASA! communities
Model 1
OR* (95% CI)
Model 2
OR* (95% CI)
Model 3
OR* (95% CI)
Model 1
OR* (95% CI)
Model 2
OR* (95% CI)
Model 3
OR* (95% CI)
Model 4
OR* (95% CI)
  No – – –
  Yes 1.92 (1.28 to 
2.89)
2.71 (1.29 to 
5.70)
2.26 (0.95 to 
5.40)
SASA! exposure 
Reported exposure to SASA! 
  None –
  Low/
moderate
3.29 (1.51 to 
7.16)
  High 5.83 (2.49 to 
13.64)
*Adjusted for community as a fixed effect. SE calculated using cluster robust option.
CSA, child sexual abuse; IPV, intimate partner violence.
Table 4 Continued
experience more profound attitudinal change (data not 
shown) which likely instils in them a greater motivation 
to act when they witness IPV. Engagement with SASA! 
also likely increases their skills and sense of self-effi-
cacy, whereby they know which actions are likely to be 
helpful and believe that they can make a difference to 
the situation. Furthermore, intervention engagement 
will engender stronger links with others in the commu-
nity committed to preventing VAW, thereby providing 
individuals with a network of others they can act with, as 
well as a general sense that their community is supportive 
of action. Reverse causality is also a possibility, whereby 
those most interested in preventing IPV proactively seek 
out engagement with SASA!.
This study has several strengths. We analysed data from 
men and women on a broad range of personal character-
istics and experiences. Furthermore, having data from a 
CRT has enabled us to compare the profiles of helpers 
between intervention and control communities, allowing 
important insights into how (and among whom) SASA! 
strengthened community responses to IPV.
The study also has a number of limitations. Under-re-
porting of IPV is a concern in such studies.55 56 Measure-
ment bias was minimised through the use of widely used 
standardised questions to measure IPV (and anonymous 
cards for men), administered by interviewers who had 
undergone 3 weeks of training on conducting surveys 
relating to IPV. Nevertheless, under-reporting could still 
have occurred, particularly among men in intervention 
communities. If social desirability bias also led SASA! 
community members to over-report their own helping 
behaviours, we may have underestimated the associa-
tion between IPV perpetration and helping among men 
in SASA! communities. Despite this, we still observed 
sizeable associations (similar to those for women’s IPV 
experience).
Recall bias is also possible, with those who experience 
or perpetrate violence potentially conceptualising or 
recalling trying to help differently from those with no 
personal history of IPV. If this were the case, however, we 
might expect recent IPV to be more strongly associated 
with trying to help than lifetime IPV experience/perpe-
tration. In fact, we observe the reverse.
Social desirability bias could also have caused individ-
uals in SASA! communities to exaggerate their actions, 
thus causing us to overestimate the association between 
SASA! exposure and reported helping behaviour. 
However, it is encouraging to note that similar patterns of 
improved community responses in SASA! communities 
have also been reported by women experiencing IPV.10
With cross-sectional data, it is not possible to estab-
lish the direction of an association. Nevertheless, we can 
be confident that some exposures (demographics and 
lifetime or childhood experiences of violence) at least 
preceded the outcome even if the associations were not 
causal. It would however be prudent to interpret results 
as describing who is most likely to intervene rather than 
explaining why people intervene.
It is also worth noting that this paper focuses on ‘trying 
to help’ rather than the types of action taken or their 
effectiveness. Furthermore, the outcome in this analysis 
relates to situations where the respondent has seen or 
heard IPV occurring. Those who attempt to help when 
they witness violence (where there may be more imme-
diate safety concerns associated with intervening) may 
differ in profile from those who try to help a woman who 
discloses experiences of IPV or a man who asks for their 
support to stop using violence. Further research could 
help shed light on variation in the profiles of helpers and 
the types of help offered in different scenarios.
ConClusIons
These findings are novel as they provide evidence from 
a community sample and low-income setting on which 
community members are most likely to intervene when 
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they witness IPV. Furthermore, we explored which 
factors predisposed people to help in the presence and 
absence of a violence prevention intervention. While 
other (although few) studies have measured the impact 
of ‘bystander programmes’ on rates of intervention, we 
do not know of other studies which have examined how 
prevention programmes may influence the profile of 
who intervenes. Our findings suggest that certain indi-
viduals may have a latent predisposition to intervene 
which SASA! taps into and nurtures—equipping them 
with the skills, confidence, sense of responsibility and 
supportive environment required to translate inclination 
into action. That factors appear to work synergistically to 
promote community responses lends further support to 
community mobilisation approaches that target multiple 
layers of risk factors and create environments intolerant 
of IPV. Against this backdrop, attitudinal change, long 
championed as a means to reduce IPV perpetration, has 
also been associated with improved community responses 
to IPV, vital to cementing norm change and intervention 
impact in the longer term.
Finally, evaluations of community mobilisation 
programmes, focusing as they often do on ‘impact’, tend 
to conceptualise community members as beneficiaries of 
the intervention. It is important to remember, however, 
that community members are also the implementers 
and enablers of community mobilisation. In the case of 
SASA!, an intervention to reduce VAW, it is heartening to 
see that those who are arguably the largest beneficiaries 
of the intervention—those with direct personal experi-
ence of IPV—are also those most likely to be an active 
part of the solution.
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